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October 20081068 Kakkos and Shepard1.4% reported by Suk et al2 to 40%.3 This large variation in
misplacement rates likely results from the method utilized to
determine the breach, with plain x-rays missing many breaches.
Spine surgeons are most concerned with a medial breach secondary
to the possibility of inflicting a neurologic injury. However, Polly
et al4 conducted a volumetric study comparing hooks, which have
been placed in the spinal canal for decades, with pedicle screws.
They demonstrated that a medial breach of greater than 3 mm is
needed to incur a volumetric intrusion equivalent to that of a large
hook. In addition, improved neuromonitoring aids the surgeon in
the early detection and prevention of spinal cord injury.5 With a
lateral thoracic screw breach, the surgeon must rely on intraoper-
ative x-rays and fluoroscopy for detection. In certain scenarios,
these modalities may be of limited use, particularly in large patients
and in those with marked spinal deformity. Intraoperative com-
puted tomography (CT) scanners will be of tremendous help, once
the technology advances to the point of ready availability.
Since 2005, we have routinely obtained a postoperative CT scan
on our patients undergoing spine surgery. To date, we have obtained
233 scans and have returned two patients to the operating room for
screws impinging the aorta. Since metal artifact from the pedicle
screws can be significant, if we suspect a screw is in close proximity to
the aorta, we proceed with an aortogram to confirm the presence of
aortic contour deformity. This methodology is based on the work by
Sucato et al on anterior thoracic surgery.6 In addition, once the screws
are placed, modern techniques such as direct vertebral body rotation
to maximize spine deformity correction place the thoracic screws
under considerable stress. This may contribute to an initially ade-
quately placed screw breaching laterally. The case report by Kakkos
and Shepard1 highlights the potential morbidity of pedicle screws
breaching the aorta and should aid the spine surgeon in both the intra-
and postoperative care of these patients.
Amer F. Samdani, MD
Shriners Hospitals for Children
Philadelphia, Penn
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Regarding “Delayed presentation of aortic injury by
pedicle screws: Report of two cases and review of the
literature”
We read with great interest the letter sent to the Journal by Dr
Samdani, regarding our recent publication on delayed presentation
of aortic injury by pedicle screws.1 We would agree with the author
that prevention is the cornerstone of treating this problem. As
mentioned in the discussion or our article, several methods havebeen proposed and could be of great help. Intraoperative com-
puted tomography scanning certainly has the potential to eliminate
this underreported and serious complication of spinal fixation
surgery. More research in this direction is clearly warranted.
Stavros K. Kakkos, MD
Alexander D. Shepard, MD
Henry Ford Hospital
Detroit, Mich
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Regarding “Symptomatic acute occlusion of the
internal carotid artery: Reappraisal of urgent
vascular reconstruction based on current
stroke imaging”
In the article by Weiss-Muller et al,1 the authors state that
“restoration of blood flow in an acutely occluded internal carotid
artery can only be achieved in the acute stage.” I do not believe that
this broad generalization is supported by the data presented or by
the study design.
Indeed, although possibly rare, serial computed tomogra-
phy (CT) angiographic studies, required to distinguish a hair-
line internal carotid artery lumen from a true total occlusion,2
have demonstrated spontaneous recanalization of internal ca-
rotid artery occlusions over a period of weeks following stroke
under some circumstances.3 The true incidence of this phenom-
enon remains unknown, as serial long-term arteriographic stud-
ies are not typically performed following stroke.4
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